Spondylodiscitis is an intraspinal infection that affects the intervertebral disk and adjacent vertebral bodies.
Introduction
Spondylodiscitis is an infection of the disc and adjacent vertebrae. The form due to the pyocyanic bacillus remains rare but serious, and the multistage localization exposes to the risk of spinal compression.
Case presentation
A 79-year-old female patient, with a history of breast cancer treated 8 years ago by lumpectomy with lymph node dissection followed by a chemoradiotherapy with good evolution. She was admitted for tetraparesis, which has been present during the last three months, paresthesia of both upper limbs worsening in a progressive manner evolving towards a total motor deficit of the four limbs, with colonic abdominal pain and constipation, all evolving in a context of apyrexia and deterioration of general condition. There was no antecedent of tuberculosis or concept of tuberculous contagion, nor recent spinal procedure.
The clinical examination found, an obese patient with a body mass index at 35 kg / m 2 , a flaccid tetraparesis without individualizable sensory level, the palpation of the spinous and para-spinous processes did not produce pain.
Cardiovascular examination did not find a heart murmure, examination of the breasts and gonglion areas was normal. The abdomen was soft, compressible, painless and had no hepatosplenomegaly.
The morphological assessment including a spinal MRI showed multiple localizations with C6-C7 and D1-D2 involvement with medullary compression at these levels ( Figure 1 ), a starting lesion at D5-D6 and ivory vertebra aspect of D8 ( Figure 2 ). Biological assessment showed an inflammatory syndrome with erythrocyte sedimentation rate at 105 mm at the 1st hour, and C-reactive protein at 81 mg / l, a moderate leukocytosis at 11800 / mm 3 .
Bacteriological exam of a computed tomography-guided disco vertebral biopsy showed a paucycellular sample at the first analysis and the culture confirmed the presence of a Pyocyanic. Histopathological study did not show granuloma or tumor cells. The bacterial entry gate was undefined: blood cultures, cytobacterioligical urine exam, transthoracic echocardiogram and chest X-ray were normal. 
Discussion
Spondylodiscitis is an intraspinal infection that affects the intervertebral disk and adjacent vertebral bodies. It is rare but serious: 4 to 7% of osteomyelitis, more common in men (sex ratio 3/2), with a bimodal frequency peak: in adolescence and over 50 years. The typical clinical symptomatology is characterized by inflammatory (in> 50%) pain (90%), the fever is inconstant, and the neurological signs represent the urgency and a sign of gravity as in our case.
The diagnostic assessment includes morphological investigations. Spinal X-ray shows in a delayed way a fuzzy and erased aspect of the cortical border of a vertebral plateau, erosions of the anterior corner of the vertebral plateau, a disc pinch, a spindle swelling of soft tissue, CT can show a decrease in the density of the disc, erosions and geodes of the discs. However, MRI remains the examination of choice for the early diagnosis especially in the presence of neurological symptomatology, it shows T2 hypersignal disc, T1 hyposignal and T2 hypersignal of both vertebrae Biological assays objectify nonspecific inflammatory syndrome with neutrophilic hyperleukocytosis. Bacteriological diagnosis is made either by using a computed tomography-guided disco vertebral biopsy or by peripheral samples including blood cultures and presumed entry gates. The most common pathogens are Staphylococcus aureus (20-50%), followed by streptococci, coagulase-negative staphylococci, enterobacteria (especially Escherichia coli),
Pseudomonas aeruginosa <5% -as in our case -and enterococci.
The localizations of spinal lesions found in order of frequency are the lumbar spine (more than 50% of the cases), then dorsal spine (30%) and cervical spine (20%). This last localization -as in our case -represents an element of gravity because of the frequency of spinal cord injuries at this level.
Antibiotic treatment recommended by the French Language Society of Infectious Pathology for Pseudomonas spondylodiscitis is as follow: in the initial phase, ticarcillin or piperacillin-tazobactam combination or ceftazidim, associated with ciprofloxacin or a venous aminoglycoside. As maintenance treatment, ciprofloxacin can be used orally as monotherapy after initial two-week parenteral therapy, subject to the susceptibility of the strain [3] .
Monitoring and evaluation should be based on clinical, inflammatory status and radiology.
Conclusion
Spinal infection still warrants rapid, sometimes urgent, diagnostic and therapeutic management based on clinical practice, mainly MRI and bacteriological exams.
